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cCase report
A  36-year-old  woman  consulted  for  left  occipital  tume-
faction  of  1-year  evolution  with  progressively  increasing
volume.  Evolution  was  sporadic,  with  phases  of  painful
growth  alternating  with  regression.  Examination  found  a
mass  of  5  cm  on  the  long  axis;  it  was  poorly  contoured,
multilobal,  adherent  to  the  deep  plane,  ﬁrm  and  slightly
sensitive.  The  skin  was  of  normal  aspect.  The  lymph-node
regions  were  free,  and  there  were  no  associated  general
signs.  MRI  was  performed,  and  complemented  by  angiogra-
phy.  You  are  asked  your  opinion  of  the  images  (Figs.  1  and  2).Figure  1  Cervical  MRI  with  contrast  enhancement.
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uestions
uestion  no 1:  What  is  your  radiologic  interpretation?
Question  no 2:  What  are  the  different  diagnoses?  What
omplementary  diagnostic  examinations  would  you  suggest?
Question  no 3:  What  is  your  diagnostic  approach?What  is  your  diagnosis?
served.
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eplies
eply  1:  what  is  your  radiologic  interpretation?
The  MRI  shows  an  intramuscular  occipital  mass,  in  hyper-
ignal  on  T1-weighted  sequence,  with  strong  gadolinium
ptake.  It  pushes  the  sternocleidomastoid  muscle  outward
nd  the  obliquus  capitis  inferior  and  rectus  capitis  muscles
nward.
Arteriography  ﬁnds  an  oval  hypervascularized  well-
ontoured  mass,  with  intense  homogeneous  enhancement.
Reply  2:  what  are  the  different  diagnoses?  What  comple-
entary  diagnostic  examinations  would  you  suggest?
Solitary  ﬁbrous  tumor  (SFT)  can  mimic  any  mesenchy-
atous  lesion  on  X-ray,  and  is  even  non-speciﬁc  on  MRI.
ifferential  diagnoses  are  thus  numerous.  The  hyper-
ascularized  radiologic  aspect  is  especially  suggestive  of
ngioﬁbroma  or  hemangiopericytoma.  Diagnosis  of  SFT  can
e  conﬁrmed  only  on  histology,  and  on  immunolabeling  in
articular.
Reply  3:  what  is  your  diagnostic  approach?
The  hypervascularization  requires  embolization  of  the
utrient  pedicle  coming  from  the  occipital  artery.  This
hould  be  followed  by  complete  surgical  resection  of  the
ass.  Histologic  analysis  can  then  conﬁrm  diagnosis.  Pro-
onged  regular  postoperative  surveillance  is  required  due  to
he  risk  of  local  recurrence.
omments
FT  is  a  rare  ubiquitous  tumor.  It  was  ﬁrst  described  in  the
leura,  as  a  ﬁbrous  mesothelioma;  only  in  1987  did  such
umors  begin  to  be  reported  in  non-serous  locations  [1].  In
ore  than  half  of  cases,  location  is  in  the  thoracic  cavity;
old  et  al.  [2]  reported  6%  in  the  head  and  neck  region.
t  is  found  in  adults  between  the  ages  of  26  and  82  years,
ithout  sex  predominance,  and  is  usually  asymptomatic,
lthough  there  may  be  local  pain  or  location-related  symp-
oms  such  as  signs  of  compression  [2].  Being  well-contoured
nd  hypervascularized,  it  may  mimic  any  mesenchymatous
esion  radiologically  [3].  Imaging  serves  mainly  to  diag-
ose  topography  and  extension  [4],  with  deﬁnitive  diagnosis
epending  on  anatomopathology.  Macroscopically,  SFT  is
ell-contoured,  sometimes  partially  encapsulated,  with  a
mooth  surface.  Size  ranges  from  a  few  millimeters  to  sev-
ral  centimeters.  The  histologic  aspect  associates  spindle
ells  without  atypia  and  with  no  architectural  structure,
[H.  Touil  et  al.
nd  rich  focally  hemangiopericytic  vascularization.  Cell  den-
ity  is  moderate,  with  some  hypocellular  territories  [5].
he  histologic  spectrum,  however,  is  broad,  with  large  mor-
hologic  variation.  Immunohistochemistry  is  essential  to
iagnosis;  CD34  is  usually  strongly  positive  for  spindle  cells
5].  Unusual  locations  combined  to  the  histologic  variability
f  SFT  can  lead  to  confusion  with  several  benign  or  malig-
ant  tumors.  In  the  present  location,  above  the  hairline,
ifferential  diagnosis  concerns  neuroﬁbroma,  schwannoma,
ngioﬁbroma,  dermatoﬁbroma,  ﬁbrous  histiocytoﬁbroma
nd  certain  spindle-cell  sarcomas  such  as  spindle-cell
onophasic  synovialosarcoma,  Darier-Ferrand  dermatoﬁ-
rosarcoma,  angiosarcoma,  malignant  ﬁbrous  histiocytoma
nd  malignant  schwannoma.  Evolution  is  unpredictable,
ith  a  risk  of  local  recurrence  or  malignant  transforma-
ion.  Hormone-dependent  local  recurrence  is  most  frequent
n  extrathoracic  locations  [2]. There  are  certain  risk  fac-
ors  for  poor  evolution:  large  tumor  size,  numerous  mitoses,
levated  cellularity,  nuclear  pleomorphism  and  hemorrhage
nd/or  necrosis  [2].  In  reality,  the  evolution  of  extratho-
acic  SFT  is  poorly  known,  with  some  discordance  between
istologic  criteria  and  clinical  evolution,  the  main  predictive
actor  being  complete  resection  [2]:  in  case  of  residual  mar-
ins,  certain  authors  recommend  adjuvant  radiation  therapy
4].
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